Within a year of the publication of the report of the Royal Commission on Venereal Diseases in 1916 in Great Britain, the Social Hygiene Act was passed by the Government of New Zealand incorporating all the important measures recommended therein.
The principle of non-notification was adhered to, and remains to this day, its wisdom having been proved. However, one important addition was gazetted, giving the Medical Officer of Health power to order the examination of any person to ascertain whether he was suffering from venereal disease. In 1941 this act was brought up to date as the "VD Regulations", and in 1964 there was a further revision in the light of the use of penicillin.
Diagnostic standards were defined for both syphilis and gonorrhoea, culture from females on two separate occasions being made mandatory. Similarly, surveillance details were specified, the time for cases of gonorrhoea being shortened to a minimum of 3 weeks with two consecutive negative tests a week apart-again including cultures; males were to be followed for at least three visits at weekly intervals, until two consecutive urine tests were clear.
The taking of serum tests for syphilis has always been routine at the first visit, and the standard 3-year period was retained in the surveillance of cases of syphilis.
The contact tracing clause now reads: "Whenever the Medical Officer of Health has reason to believe that any person may be suffering from syphilis, gonorrhoea or soft sore in communicable form, he may give to such a person a notice requiring him to submit himself within a specified time to the V.D. Clinic (or, in cases not within 10 miles of a clinic, to a medical practitioner) under penalty of committal to, and detention in, a public hospital". 
Surveys
In an attempt to find out the proportion of cases seen by the Clinics, two surveys were conducted:
(1) In Christchurch and the surrounding area in 1967 a retrospective survey conducted among all practising doctors yielded a 65 per cent. response; the questionnaire was the same as that used by Adams (1967) It was-tentatively concluded that the Clinics were seeing approximately 50 per cent. of the total of cases being treated in the four main areas they covered, with an aggregate population of 1 2 million; thus the estimated yearly case rate for these four cities is about 384 per 100,000, or double the clinic rate. That for the whole country would be at least 300 per 100,000.
Epidemiology
In 1920, the first year for which figures are available, 483 new cases of syphilis and 486 of gonorrhoea were reported from the clinics, the Dominion's total population being then about 1 million. Both diseases remained at a high level with some fluctuations until about 1950 when the incidence first of syphilis and then of gonorrhoea declined, to reach their nadir between 1955 and 1958 ( Fig. 1) .
This country, like others, has still not recovered from the resulting decline in medical interest in this group of diseases.
Gonorrhoea
Numbers of new cases of gonorrhoea began to rise after 1958, and this trend has continued ever since; the total in 1966 (2,363) was nearly triple that for 1955. The 1967 figure showed for the first time a small decline, namely 2 5 per cent., which may indicate a flattening-out of the curve (Fig. 2) These numbers are low compared with rates for pregnant females given by Ids0e and Guthe (1967) for the United States of America and certain European countries. The incidence of infectious syphilis has so far remained at a low level-less than 0-25 cases per 100,000. The graph (Fig. 1) comprises mainly non-infectious cases. This is a remarkable fact when Sydney, Australia, reports an estimated rate of 33 per 100,000 (Adams, 1967) , and the USA figures for 1965 are quoted as being 12-2 per 100,000 (White and Blount, 1967) . Tasmania and Queensland also report no rise in cases of infectious syphilis and figures from Victoria indicate a possible decline (Australian Medical Association Federal Co-ordinating Committee Report, 1967) . In an attempt to determine whether "penicillin fallout" might be partly responsible for these anomalous rates of incidence, the number of prescriptions for this drug per head of population was ascertained (Thomson, 1968) , and the result is shown in Table I . 1955 1956 1957 1958 1959 1 1960 1961 1962 1963 1964 1965 Rate per 1,000 unmarried girls aged 16-19 years 10-1 10-5 11-1 121 12-7 14-9 17-4 22-1 23-6 25-8 27 9
Maoris were included in the figures from 1962 on. The rate for the non-Maori population only in 1965 was 24-9. (Table IV) The improvement during the past three years is, in the main, due to improved diagnosis in cases in females and to better contact tracing. RATIO, 1963 RATIO, -1967 RATIO, 1963 RATIO, 1964 RATIO, 1965 RATIO, 1966 RATIO, 1967 (1) Diagnosis Stuart's transport medium is used, the cultures being plated out within an hour or two of having been taken. Routine smears from females are now omitted, cultures being taken from the cervix, vaginal vault, and urethra (Lucas, Price, Thayer, and Schroeter, 1967) . In a recent small series of 34 consecutive cases, cultures were positive from all three sites in 32, from the cervix and vagina in one, and from the cervix alone in one.
Routine cultures taken from all males with urethral discharge act as controls.
The culture medium used is that of Thayer and Martin (1964) (2) Treatment Until 1967 the standard treatment used was two injections at a 24-hour interval of a combined penicillin (Triplopen) containing 500,000 units each of crystalline and procaine penicillin G, and 250,000 units of benethamine penicillin. However, increasing numbers of treatment failures, and an increasing number of males with postgonorrhoeal threads in their urine led to a routine determination of penicillin sensitivities in vitro and thence to an increase in penicillin dosage.
A plate dilution method is used and since the inception of the scheme in September, 1967, 302 strains have been tested, 33 per cent of which proved to be "insensitive", i.e. showed a minimum inhibitory concentration greater than 0-1 unit/ml. Nearly a third of these were classed as "very resistant" with a minimum inhibitory concentration of greater than 0 5 unit/ml.
There has been no significant increase in these proportions over the past 8 months.
The interim results of a yet incomplete investigation being conducted by the National Health Institute in Wellington (Manning, 1968) agree closely with these figures.
Clinics are using various schedules of multiple injections of aqueous procaine penicillin, a single dose technique of 2-5 mega units with probenecid (Holmes, Johnson, and Floyd, 1967) being now standard in Christchurch. Mixtures with benzyl sodium penicillin, aiming at a short high peak in the blood level, are also being tried (Juhlin, 1965) . Although it is too early to document, the increased doses seem to have considerably reduced the incidence of "post-gonococcal urethritis", as evidenced by the persistence of heavy sterile threads in the first glass of voided urine.
An attempt is being made to keep tetracyclines in reserve. 
